Extremely rare cause of obstructive jaundice: Non-neoplastic, noninfectious lymphadenitis  by Lin, Yi-Hung et al.
Kaohsiung Journal of Medical Sciences (2015) 31, 442e443Available online at www.sciencedirect.com
ScienceDirect
journal homepage: http: / /www.kjms-onl ine.comLETTER TO THE EDITORExtremely rare cause of obstructive jaundice:
Non-neoplastic, noninfectious lymphadenitisTo the Editor,
The most common cause of biliary obstruction is chol-
edocholithiasis. Intrinsic narrowing of bile ducts by
inflammation, infection, and neoplasmic biliary disease are
also common [1]. Obstructive cholangitis is frequently the
first presentation of cholangiocarcinoma or pancreatic
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Letter to the Editor 443cholangitis with jaundice caused by non-neoplasmic,
noninfectious lymphadenopathy.
A 20-year-old woman visited our out-patient department
with presentation of nausea, poor appetite and mild epi-
gastralgia occasionally for several months. A esophagogas-
troduodenal scopic examination was performed and the
result revealed duodenal ulcer with gastritis and reflux
esophagitis. Although symptoms and signs improved under
antiulcer management, elevated transaminase was found
at routine check up: aspartate aminotransferase, 172 IU/L
and alanine transaminase, 334 IU/L; bilirubin level,
2.23 mg/dL; cancer antigen 19-9, < 15 U/mL; a-fetopro-
tein, < 3.0 ng/mL; anti-hepatitis C virus, negative; and
hepatitis B virus surface antigen, negative.
Abdominal ultrasound revealed a pancreatic nodule with
compression dilatation of the common bile duct. Abdominal
magnetic resonance imaging (Fig. 1) further documented
the lesion near the pancreatic head with a dilatation of the
common bile duct and intrahepatic bile duct. Endoscopic
retrograde cholangiopancreatography demonstrated focal
bile duct narrowing, which was suspected to be due to
external compression.
After discussion with the patient and her family, lap-
arotomy was done for operation biopsy and removal of the
tumor. The frozen pathology in the operation did not find
any malignant cells, so partial removal of lymphadenop-
athy was performed. The final pathological report
demonstrated chronic lymphadenitis without malignancy,
signs of tuberculosis, virus, or other pathogen. After the
operation, the liver function returned to normal range
(aspartate aminotransferase, 20 IU/L; alanine trans-
aminase, 29 IU/L; and bilirubin, 0.7 mg/dL) at following
laboratory examination. Abdominal ultrasound had the
same bile duct dilatation, and the transaminases and
bilirubin were all within normal range during the following
14 years.
In conclusion, lymphadenopathy is an uncommon cause
for obstructive cholangitis with jaundice. Although there
are too few cases for prevalence and incidence to be
determined, malignancy was the most frequent etiology,
followed by infection. Other causes are extremely rare. In a
patient with obstructive cholangitis and jaundice, surgicalintervention is necessary for histology and for relief of
obstructive cholangitis.
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